Objective: Research findings have indicated that mothers of children diagnosed with life-threatening illnesses can be at risk for posttraumatic stress disorder (PTSD) symptoms (PTSS), with African American mothers being especially vulnerable because of evidence suggesting higher rates of PTSD among both African Americans and women. Race/ethnicity, past trauma exposure and the interaction of these variables were evaluated as risk factors for PTSS, depression, and state and trait anxiety among African American and Caucasian mothers of chronically ill children. Method: Mothers of children (N ϭ 91) diagnosed with a life-threatening illness (i.e., cancer or Type-I diabetes mellitus [T1DM]) completed standardized measures and provided a salivary cortisol sample while attending medical appointments for their ill children. Results: A MANCOVA revealed that mothers of children diagnosed with T1DM had higher cortisol levels than mothers of children with cancer. There was no racial or ethnic disparity in the risk of PTSS among the mothers. Conclusion: These findings suggest that mothers of children with T1DM may be vulnerable to stress reactions, as reflected by cortisol, a biological marker. Clinicians and researchers might consider illness-specific features when evaluating the risk of stress reactions among mothers of children with life-threatening illnesses.
of treatment is to maintain optimal glycemic control. Low and high blood-glucose levels increase the risk for severe health complications, including neuropathy, gangrene, blindness, and even death (Diabetes Control and Complications Trial, 2001; Silverstein et al., 2005) . The demands of the daily treatment tasks and the risk of unpredictable hypo-and hyperglycemic reactions along with the risk of severe health complications from poor glycemic control are daily stressors for patients and their caregivers.
To date, there is limited research examining the differential risks of PTSS among parents of children with different types of chronic illnesses. Of the few studies conducted thus far, some, such as Landolt et al. (2003) , found greater risks of PTSS among parents of pediatric cancer patients when compared with parents of T1DM patients (Landolt et al., 2003) . Others, such as Stoppelbein and Greening (2007) , did not find differences between these two illness groups. Methodological differences, and specifically the stage of illness or treatment when the children participated in these studies, might account for the disparate findings. Landolt et al. (2003) , for example, evaluated parents of pediatric cancer patients in the acute phase of diagnosis and treatment (i.e., 5-6 weeks after diagnosis), whereas Stoppelbein and Greening (2007) tested parents of children with cancer or T1DM at least 12 months postdiagnosis.
Few studies have compared parents of pediatric cancer patients that are not in active treatment but are still being followed medically because they are not considered to be in remission yet. Children with T1DM are still diagnosed with their illness and follow a strict treatment regimen because they live with a lifelong disease. It may be that the stress of managing a complex treatment regimen and the risk of immediate and long-term medical complications (e.g., diabetes ketoacidosis [DKA] , blindness, gangrene) contribute to the risk of PTSS in parents of children with T1DM.
Demographic risk factors for PTSS include being female and race/ethnicity (Alim, Graves, et al., 2006; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995; Landolt, Ystrom, Sennhauser, Gnehm, & Vollrath, 2012; McCarthy et al., 2012; Olff, Langeland, Draijer, & Gersons, 2007) . Members of minority racial/ethnic groups tend to be more vulnerable to PTSS than members of majority groups, even after controlling for sociodemographic, clinical, and social support factors (Adams & Boscarino, 2005; Kessler et al., 1995; Meeske et al., 2013; Stephens et al., 2010) . One explanation for this disparity is that racial/ethnic minority groups tend to experience more traumatic events than majority groups, and past trauma exposure has been found to be a strong predictor of future PTSD Hogue & Bremner, 2005; Schulz et al., 2000) . However, reports of racial/ethnic disparities in the trauma literature have not been unequivocal Brewin, Andrews, & Valentine, 2000) .
Conclusions about any potential racial/ethnic disparities in PTSS among pediatric populations are limited by the few minority groups included in empirical investigations (National Cancer Policy Board, 2003) . Of the few studies conducted with minority groups, the findings for racial/ethnic disparities have been inconsistent (Meeske et al., 2013; Stoppelbein & Greening, 2007) . Meeske et al. (2013) , for example, found higher rates of PTSS among Hispanic parents of childhood cancer survivors who were more than 2 years off treatment than among non-Hispanic parents of childhood cancer survivors off treatment, whereas Stoppelbein and Greening (2007) did not find racial/ethnic differences among parents of children with cancer versus T1DM. These equivocal findings might partly be due to the fact that many studies did not control for socioeconomic status (SES). Given that racial/ethnic minorities are disproportionately represented in lower SES groups, which is a risk factor for PTSS (Smith, North, & Spitznagel, 1993; Vogel & Marshall, 2001) , it behooves us to control for SES when examining for possible racial/ethnic disparities.
In summary, the trauma literature suggests that PTSS is a function of multiple factors. However, the statistical and clinical significance of these various factors is equivocal because of the paucity of studies that have been conducted and that have controlled for confounds and other relevant predictors (Davidson, Hughes, Blazer, & George, 1991) . To provide some organization for conceptualizing how these various risk factors, some of which are endogenous and others that are exogenous factors, relate to the risk of PTSS, Halligan and Yehuda (2000) offered a parsimonious and cogent model-the diathesis-stress model. According to this model, individuals that present with endogenous factors (diathesis) that predispose them to an illness are vulnerable to pathology when exposed to environmental stressors, for example, a traumatic stimulus (Ingram & Luxton, 2005) . As in the case of PTSS, endogenous risk factors (diathesis) that have been identified for PTSS for parents of pediatric patients (stress) include being female and from an ethnic minority group (e.g., Landolt et al., 2012; Meeske et al., 2013) . However, conceptualizing how the different risk factors interact in relation to predicting PTSS is restricted by the limited research testing and controlling for correlates of PTSS such as SES. Hence, the purpose of this study was to apply the diathesisstress model to predict PTSS in mothers of children with a lethal illness while controlling for SES. More specifically, we tested for possible racial/ethnic and illness-type differences for the risk of PTSS among mothers of children with cancer or T1DM. We did not propose directional hypotheses about racial/ethnic differences because of the inconclusive findings reported to date. However, we hypothesized that mothers with more past trauma exposure would be at greater risk for PTSS than mothers with less trauma experience because past trauma exposure has been found to be related to PTSD (Halligan & Yehuda, 2000) . We focused specifically on mothers because women have been found to be at a greater risk for PTSD/S than men (Kessler et al., 1995; Olff et al., 2007) . It is also noted that mothers typically assume the caregiving role and would be expected to be more involved in the child's chronic illness and medical care (Gerstel & Gallagher, 1993) . Finally, we examined mothers' risk for other psychiatric symptoms, including anxiety and depression, to ascertain whether the diathesis-stress model could also apply to other psychiatric sequelae. In addition to self-report measures of psychiatric sequelae, salivary cortisol samples were collected from the mothers to evaluate it as a biological marker of stress.
The present findings might prove useful for identifying possible explanations for the contradictory findings about racial/ethnic disparities in the risk for mental health issues among caregivers of pediatric populations. Information gleaned from this study might aid with identifying populations at risk for PTSS and for making referrals for preventive services or intervention. Preventing and intervening on any potential risks is clinically relevant, given that psychiatric symptoms can potentially interfere with a mother's ability to attend to her child's medical needs, which, in turn, could potentially increase the risk for secondary health risks for the child. This document is copyrighted by the American Psychological Association or one of its allied publishers.
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Method Participants
Mothers of children diagnosed with a life-threatening illness (i.e., cancer or T1DM; N ϭ 100) were recruited from a southeastern university medical center while attending follow-up medical appointments for their children. Exclusion criteria included (a) a history of previous psychiatric diagnoses or substance abuse, (b) child diagnosis of cancer or T1DM Ͻ12 months prior to participation, and (c) other immediate family member diagnosed with a chronic illness. Mothers with past psychiatric diagnoses were excluded because past psychiatric history is linked to greater risks for future psychiatric diagnoses, including PTSD, and could, therefore, be a confound (Halligan & Yehuda, 2000) . One mother was excluded for a previous psychiatric diagnosis, and none of the mothers reported a previous diagnosis of PTSD. One mother was excluded because she had another immediate family member who had been diagnosed with a chronic illness. This exclusion criterion was included because past experience with a disease could either sensitize or desensitize mothers to the risks of the disease, depending on the nature of their past experiences. Chronic illness was defined as any persistent illness that poses potential lethal effects and required ongoing medical treatment. In addition to cancer and diabetes, examples included cystic fibrosis, renal failure, lupus, and asthma. An additional seven participants declined to participate due to lack of time or interest. Of the remaining 91 mothers, 62% had children with cancer (n ϭ 56) and 38% had children diagnosed with T1DM (n ϭ 35).
Demographic and disease-related data are presented in Table 1 . The mothers were, on average, 36 years of age (M ϭ 36.48, SD ϭ 8.47) and were largely from unskilled to semiskilled working-class households; 58% were African American and 42% were Caucasian. Most (58%) were married, 13% were divorced, 5% were separated, 4% were widowed, 6% were living with a partner and 14% were never married. Most of the children with cancer were treated with chemotherapy (90%); 26% received radiation therapy, and 8% received a bone marrow transplants (BMT). All were off treatment at the time of participation. Over half the children were diagnosed with acute lymphoblastic leukemia (56%); the remaining were diagnosed with lymphoma (25%), neuroblastoma (10%), and the remaining three children were diagnosed with either osteosarcoma, rhabdomyosarcoma, or lung cancer. Correlations between type of diagnosis and PTSS were examined and were not found to be statistically significant. This is consistent with previous research (see Bruce, 2006, and Smith, Redd, Peyser, & Vogl, 1999 , for reviews), suggesting that type of diagnosis may not be significantly related to PTSS among parents. It is noted that the mothers in the present study continued to experience secondary stress reactions to their children's medical treatment and/or from the uncertainty of their children's medical prognoses. Most of the children diagnosed with T1DM were taking daily insulin injections (80%), with an average of two shots per day (M ϭ 2.34, SD ϭ Table 1 Sample Characteristics (N ϭ 91) This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
1.36); the remaining were using a subcutaneous insulin pump. The children in the sample were, on average, 10 years old (M ϭ 10.71, SD ϭ 5.22) and were diagnosed with their respective illnesses approximately 3 years before participation (M ϭ 3.21 years, SD ϭ 2.12). None of the mothers was on any medication.
Materials
Demographic and health history. Participants provided information about disease-related, demographic, and maternal health-related information during interviews (e.g., medications, psychiatric history). Demographic data were used to compute a Hollingshead Index (Hollingshead, 1975) to determine the family's SES.
Posttraumatic Stress Disorder Checklist-Civilian Version (PCL-C). The PCL-C is a 17-item self-report measure of PTSS and PTSD (Weathers, Litz, Herman, Huska, & Keane, 1993) . Respondents rated on a 5-point scale ranging from 1 (not at all) to 5 (extremely) how much they endorsed PTSS that had occurred since and in response to their children's pediatric cancer or diabetes diagnoses. A score Ն50 merits a PTSD diagnosis (Weathers et al., 1993) . The PCL-C has good sensitivity (.71) and specificity for parents of chronically ill children (.87; Stoppelbein & Greening, 2007) . Internal consistency is high, Cronbach's ␣ ϭ .94, and was high for the present sample, ␣ ϭ .95, and for the T1DM and cancer groups, ␣ ϭ .95 and .90, respectively. The sum PCL-C scores were used in analyses.
State-Trait Anxiety Inventory (STAI).
The STAI is a selfreport measure of situational (STAI-S) and trait anxiety (STAI-T; Spielberger, Gorsuch, Lushene, Vagg, & Jacobs, 1983) . Each scale consists of 20 items asking respondents to rate on a 4-point scale how much they agree with the statements. Sum scores range from 20 -80. A cut-off score of 39 -40 has been suggested to detect clinically significant symptoms (Julian, 2011) . Internal consistency has been found to be high for a community sample of adults, ␣s ϭ .90 and .93 for STAI-T and STAI-S, respectively (Spielberger et al., 1983) . Internal consistency was equally high for the present sample, ␣s ϭ .92 and .94, respectively, as well as for the T1DM, ␣ ϭ .94 and .94, and cancer groups, ␣ ϭ .87 and .90. Test-retest reliability has been found to be acceptable for the STAI-T, with a median coefficient of .76 for a community sample of adults (Spielberger et al., 1983) .
Beck Depression Inventory-II (BDI-II).
The BDI-II (Beck, Steer, & Brown, 1996 ) is a 21-item, self-report measure of depressive symptoms. Respondents rated along a 4-point scale ranging from 0 to 3 the severity of symptoms described for each item. Scores for clinically significant symptoms are Ͻ14 ϭ minimal, 14 -19 ϭ mild, 20 -28 ϭ moderate, and Ͼ28 ϭ severe. The scale has high internal consistency, moderate concurrent validity, and was found to discriminate between depressive and anxiety symptoms in a college sample (Dozois, Dobson, & Ahnberg, 1998) . Internal consistency was high for this sample, ␣ ϭ .90, as well as for the T1DM, ␣ ϭ .86, and cancer group, 0.91.
Life Events Checklist (LEC).
The LEC is a 17-item list of traumatic events patterned after Breslau's (2001) measure of trauma exposure. The list includes events that have been linked to PTSS (e.g., combat exposure, physical assault, serious motor vehicle accident). Respondents indicated whether they had ever witnessed or been exposed to anyone experiencing a potentially traumatic event and if so, how long ago it was. This measure was used to assess for previous trauma exposure. Test-retest reliability has been found to be high, .82, p Ͻ .001. Mean for all the items was found to be .61 in a sample of undergraduates (Gray, Litz, Hsu, & Lombardo, 2004) . Gray et al. also found significant correlations between the LEC and other measures of trauma exposure (e.g., Traumatic Life Events Questionnaire, Kubany et al., 2000) and measures of PTSD (e.g., MS Scale for Combat-Related PTSD, Keane, Caddell, & Taylor, 1988) . The median number of events endorsed in the present study (3.5) was found to be consistent with epidemiological data (Breslau, 2001 ). High and low levels of past trauma exposure were defined by median split.
Cortisol. Cortisol level was assessed to obtain a biological measure of current stress. Salivary cortisol provides a reliable and accurate index of free plasma cortisol and avoids confounds that could arise from the stress of drawing blood intravenously (Bhagwagar, Hafizi, & Cowen, 2002) . Approximately 2 ml of saliva were collected from each participant using a preweighed Salivette kit at 3:00 p.m. to control for diurnal variations. Participants had not eaten or smoked for at least an hour before providing a sample. The collected samples were frozen and stored in a subzero freezer at Ϫ80°C until data collection was completed. Cortisol samples were analyzed as a group in a single assay after completing data collection to prevent possible confounds with interassay variability. Samples were assayed in duplicate and the average for the duplicate was used for analyses. Samples were analyzed with the Salimetrics (Carlsbad, CA) HS Salivary Cortisol EIA Kit for unbound cortisol using kit instructions. The Salivary Cortisol EIA Kit has intra-assay coefficients of variation ranging from 3.35% to 3.65% and the intra-assay variability of 3.41% for the current study was similar to that reported by the kit manufacturer. Salivary cortisol as analyzed using this kit has been found in previous research to be highly correlated with serum cortisol, r ϭ .91, p Ͻ .0001.
Procedure
After obtaining approval from the medical center's institutional review board, each mother was invited to participate while she waited for her child's quarterly or annual oncology or endocrinology follow-up appointment. The mothers provided written consent followed by their completion of the demographic questionnaire. A clinical researcher then collected a salivary cortisol sample after the participant confirmed that she had not consumed any food, liquid, or chewed gum in the previous 60 min. None of the participants were tobacco users. The mothers completed the selfreport measures after providing salivary samples. Participants were compensated monetarily for their time after their participation.
Data-Analytic Plan
Descriptive statistics were calculated and correlational analyses were performed to investigate for correlations among race/ethnicity, SES, illness type, PTSS, depression, anxiety, trauma exposure, and cortisol. Tetrachoric and biserial correlations were conducted for dichotomous variables in correlational analyses. Cortisol was treated as a continuous variable and log transformations of the dependent variables were conducted to address skewed distributions. A multivariate analysis of covariance (MANCOVA) was This document is copyrighted by the American Psychological Association or one of its allied publishers.
conducted to test the main and interaction effects of race/ethnicity, illness type, and past trauma exposure on the risk of PTSS, depression, state and trait anxiety, and cortisol among mothers of children with cancer and T1DM. The probability level to test for statistical significance was Յ.05. SES was included as a covariate and treated as a continuous variable ranging from upper (Level I) to lower (Level V) SES level. When specific variables are conceptually interrelated and moderately correlated, a MANCOVA is a more conservative test (Type-I errors are minimized) than conducting a series of one-way ANCOVAs (Huberty & Morris, 1989) . Hence, a full factorial MANCOVA was conducted. One-way ANCOVAs were conducted to evaluate group differences on individual measures. Post hoc Scheffé tests were conducted to evaluate mean differences for significant effects. Partial 2 values ( p 2 ) are reported for effect sizes in the ANCOVA models, where .01 represents a small effect, .06 represents a medium effect, and .14 a large effect (Cohen, 1988) . Power analysis revealed that a minimum of 85 participants was warranted to detect a medium effect size, power ϭ .80 and ␣ ϭ .05.
Results
As shown in Table 1 , the sample scored, on average, below 50, which is the cut-off score on the PCL-C (Weathers et al., 1993) for a PTSD diagnosis (M ϭ 32.27) and scored at the "minimal" level for depression (M ϭ 13.24). Their mean STAI-State and STAITrait scores (Spielberger et al., 1983) fell above the cut-off score for clinical significance. The mothers of children with T1DM tended to be older than the mothers of children with cancer, whereas the mothers of children with cancer and the Caucasian mothers were more often married than their respective counterparts. As shown in Table 2 , correlational analyses yielded significant relations between SES and two other variables-race/ethnicity and PTSS-such that African American mothers were more likely to come from lower SES households than Caucasian mothers, r ϭ .33, p Ͻ .005, and mothers from lower SES households reported more PTSS than mothers from higher SES households, r ϭ .24, p Ͻ .05. Race/ethnicity was related to state anxiety, with Caucasian mothers reporting more state anxiety than African American mothers, r ϭ Ϫ.27, p Ͻ .05. Illness type was related to cortisol and PTSS, which suggested that mothers of children with T1DM were more likely to report more PTSS, r ϭ .21, p Ͻ .05 and had higher levels of cortisol, r ϭ .32, p Ͻ .005. PTSS was found to be positively related to higher levels of depression, r ϭ .74, p Ͻ .001, state, r ϭ .72, p Ͻ .001 and trait anxiety, r ϭ .74, p Ͻ .001, and more past trauma exposure, r ϭ .21, p Ͻ .05. Depression and state and trait anxiety were also positively intercorrelated (rs ϭ .76 -.83, p Ͻ .001).
A full factorial MANCOVA was conducted with PTSS, depression (measured with the BDI-II; Beck et al., 1996) , state anxiety, trait anxiety, and cortisol as dependent variables, and illness type, race/ethnicity, past trauma exposure, and two-and three-way interactions with these variables as independent variables. SES (measured with the Hollingshead Index, 1975) was included in the model as a covariate. Results revealed a significant main effect for illness type, Pillai's trace ϭ .18, F(5, 86) ϭ 2.54, p ϭ .0492. Follow-up ANCOVAs revealed a significant effect for illness type on cortisol, F(1, 89) ϭ 7.12, p ϭ .0095, p 2 ϭ .09, with mothers of children diagnosed with T1DM exhibiting higher levels of salivary cortisol (M ϭ 1.26) than mothers of children diagnosed with cancer (M ϭ .42). A post hoc Scheffé test was significant for these mean differences for cortisol (p ϭ .0214).
Ancillary Findings
The relatively small sample size limited the power to test for some effects. Hence, the findings from the one-way ANCOVAs were examined, while controlling for SES, to evaluate groupdifference effects (e.g., race/ethnicity, illness group, past trauma) on PTSS, depression and anxiety. These findings were based on exploratory research and should therefore be confirmed in future research. Significant differences were observed for the effect of race/ethnicity on depressive symptoms, as well as on trait and state anxiety, F(1, 83) ϭ 5.66, 4.22, and 7.37, p ϭ .0202, .0439, and .0084, p 2 ϭ .08, .02, and .07, respectively. Post hoc Scheffé tests revealed statistically significant group differences for depression (p ϭ .0225), trait (p ϭ .0380) and state (p ϭ .0060) anxiety, and suggest that Caucasian mothers tended to report more symptoms of depression, trait and state anxiety (M ϭ 16.00, 44.58, and 46.33, respectively) than African American mothers (M ϭ 10.43, 38.60, and 38.31, respectively) . Finally, past trauma exposure emerged as a main effect for PTSS, F(1, 89) ϭ 6.78, p ϭ .0113, p 2 ϭ .11. A post hoc Scheffé test was statistically significant (p ϭ .0215), with mothers who reported more past trauma exposure endorsing more This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
PTSS (M ϭ 37.09) than mothers reporting less past trauma exposure (M ϭ 28.98).
Discussion
The diathesis-stress model was applied in the present study to investigate the relation between endogenous (diathesis) and exogenous (stress) risk factors for predicting PTSS among mothers of children with one of two life-threatening illnesses. We tested for but did not find racial/ethnic differences in the risk of PTSS among African American versus Caucasian mothers of children with cancer or T1DM. This finding was not necessarily surprising because of the equivocal findings about racial/ethnic differences in the literature (Kramer, Johnson, & Johnson, 2015) . Although there are reports of higher risks for lifetime PTSD among African Americans than among non-Latino Whites (e.g., Alegria et al., 2013) , there is also research (e.g., Alim, Graves, et al., 2006; Kramer et al., 2015; Wright, Perez, & Johnson, 2010) suggesting that African Americans are more resilient to psychiatric disorders listed in the Diagnostic and Statistical Manual of Mental Disorders (4th ed.; APA, 1994) . Explanations for their resiliency include having more familial/social support, religiosity, and hardiness Alim et al., 2008; Alim, Graves, et al., 2006) . Brown (2008) has discussed how racial socialization predicts resiliency in African Americans and has offered empirical support for this hypothesis. Racial socialization is defined as a set of behaviors, communication, and interactions between African American parents and their children about their cultural heritage and how to cope with adversity (Stevenson, Cameron, HerreroTaylor, & Davis, 2002) . As proposed by Brown, recurring racial socialization messages emphasize pride about one's cultural heritage, which has been found to relate to positive mental health. In addition to instilling racial pride, the African American community provides extensive social support networks (e.g., extended family members, churches) that help promote and reinforce resiliency in their community.
Interestingly, in the present study, the mothers of children with T1DM, regardless of their race/ethnicity, exhibited significantly higher levels of cortisol compared with the mothers of children with cancer. The magnitude of this effect fell in the medium-large range, and suggests that some pediatric diseases such as T1DM may be more stressful at a physiological level than others. T1DM is a life-threatening chronic illness that requires vigilant attention to a series of daily treatment tasks (Silverstein et al., 2005) . Failure to adhere to these tasks causes poor glycemic control and subsequently increases the risk of DKA and hypoglycemia, both of which can result in death if untreated (DCCT, 2001; Silverstein et al., 2005) . Parents of children with T1DM are often on high alert because their children's health can change in extreme and fatal ways (e.g., hypoglycemia) within a matter of minutes. This heightened vigilance continues over the course of the child's lifetime because T1DM is a lifelong disease. In contrast, patients with cancer do not necessarily have lethal medical risks that can arise as a result of neglecting daily treatment tasks. Although there is a lethal threat at diagnosis and during treatment, there is an end to the active treatment phase, with high rates of remission for children diagnosed with some cancers. These differences between the two illness groups might account for why the mothers of children with T1DM tend to be more stressed, as measured by cortisol level, than mothers of children with cancer. Ongoing stress is a concern because it can increase the risk of physical and psychological sequelae over time. We examined for differences between the mothers of children with T1DM versus cancer on their risk for PTSS and did not find a statistical significance (p ϭ .0802, p 2 ϭ .04). It is recommended that further researchers examine possible illness-group differences using longitudinal designs, from the time of the child's medical diagnosis to 4 -5 years postdiagnosis, to detect changes in symptoms across time.
It is also interesting that Landolt et al. (2003) found a greater risk of PTSS among parents of children diagnosed with cancer than with T1DM, whereas we did not find statistically significant differences between the two illness groups. This difference might be explained by methodological issues. It is noted that Landolt et al.'s study participants were diagnosed with their chronic illness 5-6 weeks prior to their participation, whereas the children in the present study had been diagnosed with their illness for 12 or more months prior to participation. Hence, perhaps the parents in Landolt et al.'s study were experiencing acute stress after their children were recently diagnosed with cancer. There is empirical support for mothers of children with cancer showing PTSS soon after their child's medical diagnosis, but then these symptoms tend to decline during the following year (Stoppelbein, Greening, & Fite, 2010) .
Exploratory analyses with univariate tests revealed that mothers with a history of more trauma exposure tended to report more PTSS than mothers with fewer traumatic experiences. Although this finding supports past research findings linking past trauma exposure to PTSS (e.g., Breslau, Chilcoat, Kessler, & Davis, 1999; Davidson et al., 1991) , we emphasize that this finding is exploratory. Arguably, the stress of caring for a child with a lifethreatening disease can be overwhelming and possibly deplete a mother's emotional resources, which might be already overtaxed for some mothers with past trauma exposure. There is empirical evidence to suggest that female survivors of childhood abuse and mothers of children diagnosed with a life-threatening illness have a more sensitive autonomic nervous system, which tends to make them more sensitive to perceived threats, and hence, more reactive to future traumatic stimuli or events (Bremner et al., 2003; Stoppelbein et al., 2012) . Some might debate, however, whether or not life-threatening pediatric illnesses are traumatic events capable of eliciting emotional/physiological reactions as severe as those at the level of PTSD. Supporters of the assertion that having a child diagnosed with a life-threatening illness is a traumatic event emphasize the unpredictability and uncontrollable nature of a lifethreatening illness and how both of these features are hypothesized to be a basis for PTSD (Andrykowski & Cordova, 1998; Stoppelbein et al., 2012) .
Although we did not find racial/ethnic differences for the risk of PTSS, exploratory analyses revealed racial/ethnic disparity on measures of depression and trait and state anxiety. These findings suggested that Caucasian mothers reported more symptoms on these measures than African American mothers. The exploratory nature of these findings preclude definitive conclusions and, therefore, warrant further empirical investigation. Hypotheses about African American mothers being more resilient to stress may be evaluated in future research by including measures of resiliency such as hardiness. This document is copyrighted by the American Psychological Association or one of its allied publishers.
Limitations
The participants in the present study were, on average, from working-class households, which limits generalizations to other SES groups. However, this SES group tends to be at a greater risk for past trauma exposure (Schulz et al., 2000) , which maximized our potential to test the moderating effect of past trauma exposure in mothers on the risk of PTSS in a maternal-pediatric population. Our goal was to test women; thus, the present findings cannot be generalized to fathers.
Similarly, our research was restricted only to mothers of children with either T1DM or who had been diagnosed with cancer, but who were off treatment. Therefore, findings preclude any generalization to other life-threatening illnesses such as cystic fibrosis and pediatric cancer patients on treatment. Further research is recommended with larger populations, both on and off medical treatments. The present sample included children diagnosed with different types of cancers, which might produce different experiences with treatment and prognoses. We did not find differences in the level of PTSS among the groups with different types of cancers. This finding is consistent with previous research (see Bruce, 2006, and Smith et al., 1999 for reviews). However, it may be that the aggressiveness, risk classification, or the nature of treatments rather than the type of cancer impacted the mothers' psychological adjustment. Hence, it is recommended that these factors be considered in future research that examines racial/ethnic and pediatric illness-group differences in mothers' adjustment. Not collecting basal cortisol samples and testing the hypotheses in a natural, noncontrived and stressful setting increased the risk for potential confounds, which also limits conclusions. Yet, research supports testing hypotheses in a natural setting while the mothers were confronted with a trauma-related stimulus (i.e., medical appointment) because it maximized our opportunity to assess for the possible risk of PTSS (Keane, Zimering, & Caddell, 1985; Kilpatrick, Veronen, & Best, 1985) . Because of diurnal changes in cortisol levels, we recommend that future studies include collections of more cortisol samples across time. It is noted that the mothers of the children with cancer and the Caucasian mothers in the present study were more often married than their respective counterparts, whereas the mothers of children with T1DM tended to be older than the mothers of children with cancer. The relatively small sample size in the present study, however, limited the statistical power to test these and other variables as possible confounds (e.g., disease severity, length of time since diagnosis). Hence, further research is recommended to replicate these findings with larger samples and while controlling for other possible confounds such as age, marital status, and so forth. Given the crosssectional design of the study, cause-and-effect conclusions cannot be inferred from the present findings.
Conclusion
To date, there has been limited research examining racial/ethnic disparities in PTSS among parents of children diagnosed with a life-threatening illness. Although racial/ethnic minority groups have been found to be more vulnerable to mental health risks than majority groups (Schulz et al., 2000) , African American women have been found to be resilient when confronting traumatic stressors (Alim, Graves, et al., 2006) . Future research should examine, in addition to past trauma exposure, other possible mitigating environmental factors (e.g., social support, religiosity) that might account for possible adaptive outcomes for African American mothers of children with a chronic illness. Clinicians might consider screening mothers of children with T1DM for psychiatric sequelae, given that they were found to have higher cortisol levels in the present study. Past research suggests that parental involvement in a child's diabetes treatment is one of the best predictors of glycemic control (Greening, Stoppelbein, & Reeves, 2006) . Hence, preventing stress-related symptoms that could potentially interfere with a parent's caregiving might potentially provide some therapeutic benefits for the child's diabetes management.
